IntroductIon
Numerous studies have documented the deleterious impact of exposure to violence and other traumatic events on the social, emotional, and academic functioning of children and adolescents.
1,2 While low-income minority youth are more likely to be exposed to traumatic events, they are less likely to receive care. 3, 4 Schools have been identified as an ideal setting for increasing access to mental health services particularly for underserved minority youth. 5 While delivering services in community settings (ie, schools) has the potential to increase access to care for youth who have mental health needs, broad dissemination of evidence-based practices in such settings remains limited. 6 Research suggests that evidence-based interventions can "languish" for 15-20 years before being implemented as standard practice in community settings. 7 The emerging field of implementation science has begun to systematically investigate strategies for more efficiently integrating evidence-based practices into community settings. 8 Findings from this growing body of research have led to the identification of key organizational factors that influence the implementation and sustainability of evidence-based practices in community settings. [9] [10] [11] [12] [13] Unfortunately, significantly less translational research A Cross-site PArtnershiP to exAmine imPlementAtion And sustAinAbility of A sChool-bAsed trAumA ProgrAm
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has focused specifically on the school setting. 14 Given the unique aspects of the education system, including competing aims, limited space, and fixed resources that may further complicate the implementation of mental health practices in the educational setting, there have been calls for schoolfocused implementation research. 8, 15 In recent years, several comprehensive frameworks for implementing innovations in health care settings have the core constructs found across these theoretical framework, but is unique in that it emphasizes the role of community partnered participatory research (CPPR) throughout the implementation and dissemination processes. 19 According to this framework, specific individual-and organizationallevel factors are thought to impact effective implementation and sustainability. Federal-, state-and local-level polices and incentives have significant capacity to drive or impede the implementation of new interventions in community settings. 20, 21 These factors may be particularly relevant to schoolbased implementation, as schools are unlikely to change without external influence. 15 Without widespread belief (norms and attitudes) that a particular mental health condition warrants attention and that an identified intervention can successfully improve the condition, uptake is unlikely. 16, 22 Resources including dedicated staff time and access to ongoing consultation and/or coaching are critical to implementation and sustainment of evidence-based practices 20, 23, 24 and persuasive change agents have been shown to be central to the adoption of new innovations in community-settings 23, 25 Finally, an organization's structure and processes can significantly influence implementation in community mental health settings. 21 To address the need for schoolfocused implementation research and further our understanding of the factors that drive and impede the use of evidence-based practices in schoolsettings, this study expands the use of Mendel's model to examine the implementation of a group-based trauma intervention, the Cognitive Behavioral Intervention for Trauma in Schools (CBITS) in the unique service setting of schools. While prior studies of CBITS implementation have focused on specific implementation factors such as buy-in from important stakeholders (ie, teachers, clinicians, and leadership), [26] [27] [28] to our knowledge, this is the first study to apply a comprehensive framework with a community partnered approach to the implementation of CBITS.
Methods

The Cognitive Behavioral Intervention for Trauma in Schools (CBITS)
In this study, we examined the implementation of an evidence-based school program, the Cognitive Behavioral Intervention for Trauma in Schools (CBITS), a group-based intervention designed to support students who have symptoms of posttraumatic stress disorder (PTSD). 29 CBITS was created in partnership with school staff and administrators and was specifically designed for school-based delivery. 30 The intervention has been shown to ameliorate symptoms of PTSD and depression among pre-adolescent and early-adolescent students exposed to violence 29 and has also been associated with improved school performance.
31
Study Participants
We conducted key informant interviews with multiple school stakeholders to examine the organizational characteristics that influence the adoption and implementation processes and sustainability of CBITS in schools across three geographic regions: Western, Midwestern, and Southern re- emerged. 8, 9, 11, 13, 16 While these frameworks share common elements, some place particular emphasis on specific variables believed to be particularly critical to the implementation process. 9, 13 Building on social cognitive and learning theories at the individual level, 17 the examination of diffusion of innovations, 18 and implementation-dissemination science, 16 Mendel' Regions were included in the study because they were known to have implemented the intervention for a minimum of three years prior to this study being conducted. Utilizing a community partnered research approach, the research team collaborated with regional CBITS community partners who identified specific schools for the study. Partners selected schools where at least one CBITS group had been implemented. The final sample included a total of 11 schools: 4 schools in the Western region, 4 schools in the Midwestern region, and 3 schools in the Southern region. From these schools, community partners identified a convenience sample of key informants, selected based on their familiarity with CBITS implementation in their school. Participants within each school included at least one teacher and or administrator, one clinician, and one parent. In addition, we included five regional representatives (two district administrators, two community agency administrators, and one administrator from a nonprofit charitable organization) who had helped lead the implementation effort in that region. Interviews were conducted with 51 participants: 15 clinicians, 9 principals, 11 teachers, 11 parents and 5 regional representatives.
The Western Region includes four public schools, serving a student population of more than 90% Latino students, living in poverty, as defined by qualifying for the subsidized lunch program, within one large urban district. In the Midwestern Region, the four public schools (three from district 1 and one from district 2) had student populations that were 40%-80% Caucasian, 30% Latino, and 10%-30% African Americans, with 30%-60% of students qualifying for subsidized lunch. The Southern Region included two charter schools and one private school. At the two charter schools, the student population was more than 90% African American, with 80% qualifying for free or reduced lunch, and at the private parochial school, the student population was 90% Caucasian (poverty indicator was not available).
Procedure
Participants verbally consented to be interviewed by telephone, with interviews lasting approximately 45 minutes. Semi-structured interview questions were guided by the aforementioned model by Mendel and colleagues. 12 Questions were designed to obtain feedback about the individual 
Analysis
Interviews were audio-recorded and transcribed by members of the research team. ATLAS.ti 6.2 was used for qualitative analysis of major themes across interviews. Using grounded theory techniques, 32 transcripts were reviewed by the research team to establish initial codes and inter-rater reliability. Through consensus building, larger themes then further distilled to represent emergent themes across stakeholders.
results
Implementation factors discussed below are summarized in Table 1 .
norMs and attItudes: across the three regIons
Across the three regions, the majority of the teachers and administrators recognized that violence and trauma affected both students' ability to learn and their social, emotional, and behavioral functioning. One clinician explained, "I think it affects their ability to attend school, to participate in education [and] 
Policies
The decision-making, rules, and financing of CBITS training and implementation at the various organizational levels (school, agency, district) varied across regions. (Figure 1 In the Southern region, a local community mental health agency obtained an additional wave of federal funds to support the implementation of CBITS across multiple school systems in the area, in both public and private parochial schools following a hurricane. With this funding, agency clinicians co-locate to local school campuses and provide the initial training, supervision, and co-leading of CBITS groups with the schools' counselors. Medicaid had not been an option to support CBITS groups in the schools. There was no overarching district policies or support for CBITS implementation. CBITS implementation instead occurred at the school level. "Our school system is very interesting in the way that it's set up, and so [ 
Organizational Structure
The Midwestern and Southern regions were characterized by a strong partnership with an outside community mental health agency. In the Western region, centralized training and supervision came from the district's Mental Health Unit. Each school could then decide to implement CBITS with a school clinician funded by discretionary school dollars, who was responsible for providing general counseling, crisis intervention, and CBITS (Schools A, B, C) or with a provider from the School Mental Health Unit who would co-locate onto the campus exclusively to deliver CBITS (School D).
Organizational Processes
Key components of the organizational process of CBITS implementation, including teacher and staff in-services, the screening process, and the flow of information about CBITS between clinicians and school staff, remained unique across the three sites. The process of delivering the CBITS groups to students was fairly uniform across sites.
Western Region
Schools independently dictated the process of implementation.
School Staff In-Services
In the Western region, each of the schools had delivered a CBITS teacher educational session within the past two years. Clinicians and school staff in this region commented that the teacher educational session was a useful component of enhancing support for CBITS on campus as it showed them the impact of trauma on learning. 
Clinician/Teacher Communication
The three schools from District 1 reported high levels of communication between clinicians and school staff about students' mental health. Of these, two schools (E, H) had formalized methods of communication. The administrator and clinician from School E described bi-weekly "kidtalk meetings" during which clinicians and staff members discuss students with behavioral or emotional concerns, including those enrolled in CBITS. "It allowed us to be more proactive and the staff could bring up their concerns and what things were done already. We discussed students in CBITS groups, and teachers could become more aware of how to talk to the students." School F (District 2) did not have any consistent method of communication between staff and clinicians either formal or informal. A clinician at school F stated, "I think we need to improve our communication with staff."
Southern Region
School Staff In-Service
Teacher educational sessions were left to the individual schools and were either not done consistently or mentioned as part of a larger meeting (I, K)
For example, the teacher at school I explained, "I mean we haven't had any meetings really about CBITS, maybe like in a professional development it was mentioned with a whole bunch of other programs or issues but nothing that has stuck out in my head…". Similarly, at school K information was provided about CBITS during a group meeting; however, it was not a formal teacher inservice but rather was given at the end of a parent-teacher night. Only school J received an in-service specific to trauma and CBITS. The clinician reported, [the community mental health agency] came and did some teacher awareness as a professional development before school started for all of the teachers …"
Screening
The screening process occurred independently at each school as well. At school I, the school social worker selected students to be screened. The clinician explained, "The school social worker, she knows all the students very, very well …and she picked the ones she wanted to get screened." At school J, the co-locating clinician from the agency conducted the screening process. 
Resources
Western Region
Staff
Across the four schools in the Western region, clinicians ranged from being part-time, full-time or co-locating. Support from additional support staff whether it be a co-locating clinician, interns, or onsite counselors was described as vital to successful implementation. The part-time clinician from school B believed that additional staff support from the onsite school counselor was indispensable to their success in implementing the groups on campus. She explained, "CBITS is just one thing that I do, and I did it this time around because I had another set of eyes, and hands, and brain to work with, to be able to manage it." Similarly, the co-locating clinician at School D believed that the work of the full-time onsite counselor was essential for CBITS groups to run. "…I was not at school fulltime…I really relied on the college counselor and so I allied with her to run the groups." The counselor from school D commented, "I had to get the room, the time, the schedule of the teachers. I handled all of that. So when they came in, it was more of a let's get started with the group.
Space
Three of the four clinicians (A, C, D) mentioned that identifying space to conduct both the CBITS group and the individual sessions could be problematic and described this as a barrier to implementation. The clinician from school A explained, "Space is a really big issue because we're always kind of scrambling to find where space is available. That is one of the barriers that we have to overcome."
Supervision
Clinical supervision was centrally provided by the district school mental health unit for all clinicians. The Reflective Learning Group (RLG) model, a weekly group supervision developed in this district to provide CBITS supervision and to allow for clinicians to process their experiences working with traumatized youth, was thought to be a key factor to successful implementation by the majority of clinicians (A, C, D) . The clinician from School D explained, "you problem solve, strategize, talk about lessons from week to week and the experiences we're all having with the different lessons so we have that form of group support."
Midwestern Region
Staff CBITS was implemented using a co-locating model that consisted of a school counselor co-facilitating groups with a co-locating therapist from a community-based agency. The staffing provided by this model was thought to significantly support implementation. The onsite clinician from school F explained, "It's a great group, and I feel like the support that we get are getting from [agency] is the main thing making it so. I don't think that it would be as good or as easy as it was because they're helping so much."
Space
When asked if there was consistent space to implement CBITS all respondents in the Midwestern region responded in the affirmative.
Supervision
There was not a formal process of regularly scheduled supervision within or across the Midwestern schools. However, most clinicians did not find this to be problematic, as they reported that there was always sufficient support available through more informal channels. One clinician stated: "We had phone numbers and email addresses of people that we could consult with and we talked with one another of those that were doing CBITS throughout the process about how to improve things or if we had a question". Another clinician described the clinical support by saying, "We're a pretty small agency so … we just talk about our groups that we do, and … I would just seek out from the clinical manager at times, if he had any ideas on how to facilitate some of the things."
Southern Region
Staff
Most schools used a co-locating model with a clinician from a desig-EBP Implementation in Schools -Vona et al nated community-based agency going to the school to implement CBITS. However, the amount of support allocated or available from on-site school staff differed between schools. At one of the schools, the school-based counselor helped co-facilitate CBITS, whereas at the other schools the school-based clinician was spread across four schools and could only provide logistical support to the co-locating clinician. The clinician from school J, recognized the value of the support from the colocating clinician, "The co-facilitators coming in with all this stuff like I had to do very little prep work for it because they came in and they brought all the copies and they brought food…All I had to do was get the students in a room and do the group so it was really helpful." The administrator from school K also cited the co-locating clinician from the agency as a key factor that promoted successful implementation on campus, " [They] made it so easy. So that it was just a matter of our will to have [them] 
dIscussIon
To our knowledge, this study is the first to apply Mendel's framework to illustrate how key organizational factors can facilitate implementation of an evidence-based practice in schools across three distinctly different school systems. In all three regions, federal funds facilitated the initial training in and implementation of CBITS. The impact of this initial funding is unsurprising as targeted funds have been shown to be essential to adoption and implementation. 9, 33 Additionally, awareness of the negative impact of trauma on students' academic and socio-emotional functioning was pervasive across a majority of staff in each region. Domitrovich and colleagues (2008) assert that "mission-policy alignment" is a critical aspect of implementation.
14 For schools, this alignment includes linking students' mental health to classroom be-
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havior and academic achievement. In-services and other opportunities for clinicians to communicate with teachers and staff about the academic consequences of trauma not only serves to align CBITS implementation with the overall school mission, but also can provide critical justification for temporarily intervening during class time to reach a student in need of services.
Several additional factors appear to support CBITS implementation across sites. Onsite leadership from either the clinician and/or school administrator can strongly influence the use of CBITS on campus. Active onsite leadership has been critical to the implementation of evidence-based practices (EBPs) in other child-service settings 23, 25 Additionally, the Reflective Learning Group supervision approach provided by the centralized mental health unit in the Western region was a significant source of support for clinicians. This mirrors earlier studies demonstrating that ongoing implementation support and consultation are crucial to establishing new EBPs within community settings. 16, 34, 35 In both the Midwestern and Southern regions, the organizational structure that included a local community agency co-locating clinicians on the school campus to co-lead groups appeared to facilitate CBITS implementation at each site. This echoes a prior study of CBITS implementation which found that sites where a school-community agency partnership existed had more implementation success following training than those with only a school-employed clinician. 28 District-level policies establishing standardized trauma screening and in-services at each school within District 1 in the Midwestern region were also crucial to the success of CBITS.
Our findings also support the assertion by Fixen and colleagues that core implementation components can "compensate" for one another. 16 For example, the lack of district-level policy mandating CBITS implementation and centralized organizational processes for screening and in-services in the Western Region, may be compensated for by strong school-level change agents and a robust centralized supervision and training approach. However, in the Midwestern region, lack of ongoing supervision did not appear to impede implementation. This weakness may have been compensated for by the district-level mandate to screen for traumatic stress and implement CBITS with centralized support for a standardized approach to screening and in-services provided by the county mental health agency. Finally, a strong co-locating agency with a school-level clinician acting as an advocate may have compensated for the lack of administrator buy-in or centralized policy for implementation seen in the Southern Region. Further investigation into the relationships between these factors and under what conditions they may compensate for one another is an important next step.
Study Limitations
Our findings must be considered within the context of the study limitations. Each region included in this study initiated CBITS implementation with the support of federal grant dollars. It is unclear how these results may generalize to regions without this type of financial support to initiate adoption. This was a pilot study, which sought to begin to examine through qualitative analyses the relationship between key organizational factors and the implementation of the CBITS intervention. This study did not use quantitative approaches to measure implementation; future mixed methods research is needed to assess how implementation factors impact the quality and fidelity of implementation and subsequent student outcomes.
conclusIons
Our study is an important next step in our understanding of the organizational factors that influence the implementation of evidence-based mental health interventions in schools. Our findings reveal that implementation is possible in diverse regions with varying organizational policies, structures, and resources. These findings are particularly relevant at a time when there are greater incentives to disseminate evidencebased practices in schools nationwide.
